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Brief History of SARS-CoV-2/COVID-19

• Novel corona virus identified December 2019 as 
cause of pneumonia cluster in Wuhan – led to 
rapid outbreak in China 

• Designated severe acute respiratory syndrome 
coronavirus 2 (SARS-CoV-2) – February 2020 WHO 
designated the disease COVID-19 (coronavirus 
disease 2019)

• WHO Pandemic early March

• Route of transmission: respiratory droplets (direct 
or indirect – from infected surfaces) 

• Incubation Period - 14 days from exposure to 
symptoms

• Symptoms – Cough, Fever, SOB, Chills, Muscle 
Pain, Sore Throat, New Loss of Taste or Smell

• Illness Spectrum
– 81% Mild (mild or no pneumonia)
– 14% Severe (dyspnea, hypoxia, or >50% lung 

involvement)
– 5% Critical (respiratory failure, shock) 
– Death Rate – 3.4% globally (range 0.6 South Korea -

12% Wuhan time delay analysis)

• Risk Factors: Age and underlying medical 
comorbidities (pulmonary) 
– However 20% of hospitalizations are adults 20-44 yo



What makes this virus so dangerous

• Novel – Information still evolving

• Virus is stable in aerosols for hours

• Highly transmissible – average infection > 2 people 

• Resource intensive (for serious illness 2-3 week ICU admission)

• Limited prevention and no treatment (aside from supportive care)

• Therefore: Social Distancing, Face Masks, and Hand washing
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COVID-19 Considerations for People with SUD

• High risk of co-morbidities that may increase severity of COVID-19
– COPD, Cirrhosis, HIV
– Smoking

• Overlap between symptoms of opioid withdrawal and COVID-19 infection

• Risk of drug overdose due to social distancing/isolation, drug supply disruption, 
reduced access to community-based naloxone distribution

• Increase in other substance use including alcohol

• Barriers to accessing treatment due to illness, quarantine, and financial resources 
for both patients and providers





Changes in federal regulations

• HIPAA  - Enforcement discretion for telehealth https://www.hhs.gov/hipaa/for-professionals/special-topics/emergency-
preparedness/notification-enforcement-discretion-telehealth/index.html

– “The Office for Civil Rights will exercise its enforcement discretion and will not impose penalties for noncompliance with 
the regulatory requirements under the HIPAA Rules against covered health care providers in connection with the good faith 
provision of telehealth during the COVID-19 nationwide public health emergency. ”

• 42 CFR Part 2 - https://www.samhsa.gov/sites/default/files/covid-19-42-cfr-part-2-guidance-03192020.pdf

– “We emphasize that, under the medical emergency exception, providers make their own determinations whether a bona 
fide medical emergency exists for purposes of providing needed treatment to patients.”

• Ryan Haight Act - https://www.deadiversion.usdoj.gov/coronavirus.html

– “Accordingly, as of March 16, 2020, and continuing for as long as the Secretary’s designation of a public health emergency 
remains in effect, DEA-registered practitioners in all areas of the United States may issue prescriptions for all schedule II-V 
controlled substances to patients for whom they have not conducted an in-person medical evaluation, provided all of the 
following conditions are met:

• The prescription is issued for a legitimate medical purpose by a practitioner acting in the usual course of his/her professional practice;

• The telemedicine communication is conducted using an audio-visual, real-time, two-way interactive communication system; and

March 31, 2020 guidance: DEA will allow waivered physicians to initiate buprenorphine using telephonic (audio-only) communication 

The practitioner is acting in accordance with applicable Federal and State laws.”

















COVID-19 Considerations for Pregnant People

• There appears to be nothing pregnancy specific for COVID19
– Maternal risk does not seem greater than general population (this is not H1N1)

– Fetal/newborn risk does not seem greater (this is not Zika)

– Not transmitted in breast milk

• Health Care Provider Safety – limited PPE and staffing
– Limited to know other people in delivery room – lack of support for people in labor

– People with OUD may need more support

• The biggest risk is the unknown
– Maternal/newborn separation following delivery

– Limited “rooming in” in NICUs with restrictions on number of transits per day

– People with OUD may feel less autonomy in resisting – and may suffer sequelae of separation 
more



COVID-19 General Response(s)

• Primary Response: 
– Provision of continuing care via (primarily) remote/tele services

• Under-emphasized: 
– Considerations for people with untreated addiction 

– Providers need to see new patients (either virtually or in-person)

• Lacking attention to “Special Populations”:
– Pregnant people – for whom some in-person visits are essential (ie for prenatal care) 

– People with SUD – how they are experiencing the pandemic, social isolation, the in-person 
clinic experience

• Public Health/Public Policy: Balance staff safety and support of remote services with 
person-centered care 





COVID19 Public Policy and Public Health Response

• Federal (and State) regulations – eased in support of telehealth services

• Addiction Providers: decrease in volume (due to extended prescriptions, decreased 
hours and etc) leads to decrease income

• Prenatal Care Providers: slight decrease in volume (due to spaced out visits) with no 
change in clinic income (due to bundled payment) 

• What about co-located services? The standard of care in addiction treatment during 
pregnancy?

• Increased attention to racial inequities in health (COVID-19 and Birth)







https://covidtracking.com/race





COVID19 Pregnancy and SUD:
Opportunities for Positive Practice Change

But also Increasing Latitude of Harm



Home- versus office-based
Observed versus unobserved BUP inductions

• Home-based unobserved BUP induction and office-based observed induction are 
equally effective (Home induction not inferior)

• In-person is not essential to initiate BUP for OUD

• COVID-19 Response: can initiate via telephone (in addition to HIPAA-approved 
telehealth platforms)

• Hence pandemic response is not inferior care





Remote Assessment for New Patients

• Establish Diagnosis (DSM-5)

• Review PMP

• History of recent drug use, withdrawal symptoms, etc

• Naloxone co-prescribing

• Consider symptomatic medications for withdrawal

• Drug testing (urine, saliva, etc) not essential 

• Pregnancy test – not needed for medication initiation for OUD



Urine Drug Testing: Opportunity for Positive Practice Change

• Increase in tele-services decrease urine drug testing

• Urine drug testing not recommended for assessment of substance use disorder in 
pregnancy

• Urine testing at time of delivery – problematic

• Addiction Medicine response to COVID-19: Opportunity to rethink role of urine drug 
testing in prenatal and addiction care



The 4th Trimester - Postpartum 

• Critical Period
– Newborn care, breastfeeding, maternal/infant 

bonding

– Mood changes, sleep disturbances, physiologic 
changes

– Cultural norms, “the ideal mother” in conflict 
with what it is actually like to have a newborn

– Insurance and welfare realignment

• Neglected Period
– Care shifts from frequent to infrequent

– From Mom-focused (PNC provider) to Baby-
focused (Pediatrician)

– From “medical” to “social” (WIC)

– Continuity of Care: Addiction Provider







Postpartum Issues

• Breast Feeding:
Attachment and Neonatal Abstinence Syndrome management (ESC)                      
vs 
COVID-19 hospital policies

• Contraception:
Sterilization at time of delivery
Postpartum LARC

• Medication and addiction treatment continuation
Telehealth for Postpartum Visits





Child Welfare: Concerning Trends

• Opioid Crisis and Foster Care Epidemic

• Racial Inequities Along Child Welfare 
Continuum

• COVID-19 Response:

– Delay in Family Court Hearings

– Denial of Visitation for Parents

– Insistence on Tele-visits for Newborns (!)

– In context of continued increase in reporting and 
removals



Child Welfare: Concerning Trends

• Children’s Bureau Response:



Overdose: Concerning Trends



Don’t Forget Naloxone!

• Remember to co-prescribe naloxone

• Naloxone availability may be decreased due to fewer public health and community-
based organization efforts

• Overdose may increase due to social isolation

• Therefore make sure everyone has naloxone

• Consider asking all patients if they need naloxone script



Conclusions

• Opportunities and Unintended Consequences for pregnant people with OUD during 
COVID19

• Sheltering in place and isolation – potential triggers for people with OUD

• As providers, need to start discussing what care looks like post COVID19 :
The telefuture of telehealth



Substance Use Warmline
9 am – 8 pm (ET), Monday – Friday

1.855.300.3595 

Free and confidential clinician-to-clinician telephone advice focusing on substance use 
evaluation and management for primary care clinicians.  

Consultants include addiction medicine-certified physicians, clinical pharmacists, and 
advanced practice nurses who are available to discuss options and approaches in clinical 
care, from the most common problems to particularly challenging and complex cases. 

Learn more at http://nccc.ucsf.edu/clinical-resources/substance-use-management/
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60% completed Week 1 in each group


